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INVESTIGATIVE COMMITTEE REPORT 


TO: Arizona State Veterinary Medical Examining Board 


FROM: AM Investigative Committee: Robert Kritsberg, DVM - Chair 
Christina Tran, DVM 
Carolyn Ratajack - Recused 
Jarrod Butler, DVM 
Steven Seiler 


STAFF PRESENT: Tracy A. Riendeau, CVT - Investigations 
Marc Harris, Assistant Attorney General 

RE: Case: 21-41 

Complainant(s): Theresa Macrowski 

Respondent(s): Christopher Paige, DVM (License: 4629) 


SUMMARY: APPLICABLE STATUTES AND RULES: 
Complaint Received at Board Office: 10/9/21 Laws as Amended August 2018 
Committee Discussion: 4/6/21] (Lime Green); Rules as Revised September 
Board IIR: 5/19/21 2013 (Yellow). 


On March 17, 2020, “M "alii of 15-year-old male Rat Terrier was presented to Respondent 
fora cardiac evaluation due to frequent syncopal episodes during excitement. The dog had 
been evaluated by a neurologist and placed on an anti-convulsant but the episodes continued 
to occur. 

Respondent diagnosed the dog with degenerative valvular disease and prescribed 
Sildenafil. He discussed his findings with Complainant and emailed a copy of his discharge 
instructions to her. 

According to Complainant, Respondent did not provide her with proper instructions following 
the appointment or to her referring veterinarian until two months later. Due to this, Complainant 
claims she lost two months where further testing could have been done on the dog. 


Complainant was noticed and was not available. 
Respondent was noticed and was present telephonically. Attorney David Stoll was present. 


The Committee reviewed medical records, testimony, and other documentation as described below: 
e Complainant(s) narrative: Theresa Macrowski 
¢ Respondent(s) narrative/medical record: Christopher Paige, DVM 


21-41, CHRISTOPHER PAIGE, DVM 


PROPOSED ‘FINDINGS of FACT’: 


1. On March 17, 2020, the dog was presented to Respondent for cardiac evaluation due to 
frequent syncopal episodes during excitement. Upon exam, the dog had a weight = 7.1kg, a 
pulse rate = 150bpm, and a respiration rate = pant; temperature not taken — dog would not 
tolerate. Complainant reported that the dog had a total of 10 episodes since November 2019. 
A neurologist consult was performed and the dog was currently receiving benazepril, Keppra, 
and Medrol. 


2. Respondent noted the dog had an irregular rhythm, no murmur and moderate pulmonary 
crackles in all lung fields. An echocardiogram was performed and revealed evidence of early 
degenerative valvular disease and moderate pulmonary hypertension. Pulmonary fibrosis, 
heartworm disease and thromboembolic disease were the most likely etiologies for pulmonary 
hypertension. Respondent recommended a heartworm fest if not already performed and the 
pulmonary vasodilator therapy (Sildenafil) was strongly recommended. If the clinical episodes 
still occur, a 24-hour Holter monitor could be considered to rule out an arrhythmogenic etiology. 
Respondent further recommended careful monitoring of the dogs resting respiratory rate and 
for abdominal distension. The dog was discharged with a prescription for Sildenafil and 
recommendations for a cardiac recheck in 4 - 6 months, or sooner if cardiac disease should 
occur. In another area of the discharge instructions, it was recommended to follow up in 6-8 
monihs. 


3. Respondent stated that at the end of the examination of the dog, he discussed his findings 
with Complainant and emailed a copy of the discharge instructions to her as seen in the email 
enclosed in the case file materials. Respondent's staff was instructed to email the discharge 
instructions to the referring veterinary premises. Unfortunately, VCA Apache Junction was not 
included in the email. 


4, On May 13, 2020, Complainant emailed Respondent due to the dog having three syncopal 
episodes within a week. Respondent's staff emailed Complainant to let her know that 
Respondent was out of the office and would contact her as soon as possible. 


5.On May 15, 2020, Respondent called Complainant and left her a message about increasing 
the Sildenafil and requesting Complainant to contact him. 


6. On May 16, 2020, the next morning, Respondent sent a follow up email regarding his 
voicemail and answered her questions in her email, below each question (email in 
Respondent's response — however not provided by Complainant). 


7. That evening Complainant responded referencing a dose that Respondent had not 
prescribed but since two months had passed, it was unclear if the medication dose had been 
changed/adjusted by Complainant or another veterinarian. In the discharge/referral 
instructions it stated that the Sildenafil could be adjusted if clinical events occurred. 


8. On May 17, 2020, Respondent responded that Complainant could increase the dog's dose of 


Page 2 


21-41, CHRISTOPHER PAIGE, DVM 


Sildenafil and provided her with exact doses in milligrams. Complainant responded that she 
understood the appropriate dose and increased the medication. 


9.On May 21, 2020, Complainant reported that the dog had another episode and had further 
questions about the medication. 


10. On May 22, 2020, Complainant sent a follow up email upset that she had not received a 
response and this was a matter of life or death. However, Complainant did not call 
Respondent's premises, only emailed. 


11. That evening, Resoondent emailed Complainant and apologized for the delay. He stated 
that there is a 48-hour turnaround time with emails and she could always call the office for 
quicker response. Respondent also advised Complainant to take the dog to an emergency 
facility if he was doing worse and provided clinical signs to watch for as well as treatment 
options. 


12. Complainant responded by requesting a copy of the referral report. 


13. On May 23, 2020, Respondent was sending Complainant the referral report and realized that 
he spelled the dog's name wrong. He corrected the name on the report — from Maysen to 
Mayson — and emailed both the original referral report and the corrected report to 
Complainant. Respondent recommended Complainant take the dog to her primary 
veterinarian to rule out any other conditions, recommended additional diagnostics, and asked 
further questions about the dog's clinical signs. Respondent then emailed VCA Apache Junction 
only and cc'd Complainant the corrected referral report. 


14, Later that morning, Complainant resoonded to Respondent's email upset that he forwarded 
the report to VCA Apache Junction, as well as the 24 — 48 hour policy on emails. Additionally, 
she was upset that he did not discuss alternative options if the episode continued to occur. 
Respondent stated that he did provide treatment options in the report by adjusting the 
Sildenafil. He explained that they did not put alternative treatment options or diagnostics based 
on what can possibly occur on discharge instructions. Complainant was also upset about the 
recheck discrepancy — Respondent understood the confusion, but the median time frame was 
the same (6 months) and could have been addressed with a follow up appointment call. 


15. After reading Complainant's email, Respondent thought it was best to speak with 
Complainant directly by phone. He called Complainant —- Complainant stated that she was 
moving her parents and abruptly hung up the phone. Respondent felt it was best to allow 
Complainant to reach out to them at that point. 


16. On June 29, 2020, Complainant emailed Respondent still upset and requested a refund for 
the March 17, 2020 visit. 


17. On June 30, 2020, after reviewing the medical records and correspondence, Complainant 
was emailed to let her know that she would not be receiving a refund. 
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COMMITTEE DISCUSSION: 


The Committee discussed that they were unsure why the complaint was filed other than the 
discrepancy on the recheck timeframe between two documenis. 


Complainant had felt she lost two months where testing could have been performed on the 
dog. However, Complainant did not contact Respondent in that time to report any concerns 
with the dog. 
COMMITTEE’S PROPOSED CONCLUSIONS of LAW: 
The Committee concluded that no violations of the Veterinary Practice Act occurred. 
COMMITTEE'S RECOMMENDED DISPOSITION: 

Motion: It was moved and seconded the Board: 

Dismiss this issue with no violation. 

Vote: The motion was approved with a vote of 4 to 0, Ms. Ratajack recused. 

The information contained in this report was obtained from the case file, which includes the 


complaint, the respondent's response, any consulting veterinarian or witness input, and any 
other sources used to gather information for the investigation. 


ap Ane 


Tracy A. Riendeau, CVT 
Investigative Division 
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——- 
COMPLAINT INVESTIGATION FORM 


if there is an issue with more than one veterinarian please file a 
separate Complaint Investigation Form for each veterinarian 


PLEASE PRINT OR TYPE 


FOR OFFICE USE ONLY 


Date Received: AY g MAO Case Number: a), -Lf; 


A. THIS COMPLAINT IS FILED AGAINST THE FOLLOWING: 


Name of Veterinarian/Cvt; Dr. Christopher Paige 


Premise Name: Valley Veterinary Cardiology 


Premise Address: 4015 East Cactus Rd 


City, Phoenix State: AZ Zip Code: 85032 


Telephone: (480) 828-0109 


B. INFORMATION REGARDING THE INDIVIDUAL FILING COMPLAINT*: 


Name: Theresa Macrowski 


Address; | Spates ae is 
City. _ il State: JM = Zip Code: il 


Home Telephone: Cell Telephone: 


*STATE LAW REQUIRES WE HAVE TO DISCLOSE YOUR NAME UNLESS WE CAN SHOW THAT DISCLOSURE WILL 
RESULT IN SUBSTANTIAL HARM TO YOU, SOMEONE ELSE OR THE PUBLIC PER A.R.S. § 41-1010. IF YOU HAVE 
REASON TO BELIEVE THAT SUBSTANTIAL HARM WILL RESULT IN DISCLOSURE OF YOUR NAME PLEASE PROVIDE 
COPIES OF RESTRAINING ORDERS OR OTHER DOCUMENTATION. 


C. PATIENT INFORMATION (1): 
Name; Mgr 
Rat Terrier 
Sex: Male Color: Black and White 


Breed/Species: 
Age: 18 


PATIENT INFORMATION (2): 
Name: 


Breed/Species: 
Age: Sex: Color: 


D. VETERINARIANS WHO HAVE PROVIDED CARE TO THIS PET FOR THIS ISSUE: 
Please provide the name, address and phone number for each veterinarian. 


Other vets who have seen Megami will not have anything to do with the issue at 
hand. They have no control or input into Dr. Paige's lack of attentivesness to 
proper after care instructions. VCA Animal Hospital in Apache Junction can 
confirm the only document they recieved was with the eye ball drawn on it, not the 
full detailed report. | was there twice - 3/17 for urine/protein test and also April 6th 
to discuss a bout of diarrhea Magan had on 3/25-3/26. 17 N Mountain Rd Apache 
Junction, AZ 85120 480-984-2114 

E. WITNESS INFORMATION: 
Please provide the name, address and phone number of each witness that has 
direct knowledge regarding this case. 
N/A 


Attestation of Person Requesting Investigation 
By signing this form, | declare that the information contained herein is true 


and accurate to the best of my knowledge. Further, | authorize the release of 
any and all medical records or information necessary to complete the 


investigation of this case. 
Signature: 


Date: 


F. ALLEGATIONS and/or CONCERNS: 
Please provide all information that you feel is relevant to the complaint. This 
portion must be either typewritten or clearly printed in ink. 


Dr. Paige did not provide proper after appointment care instructions following the 
appointment on March 17th. The only document he sent to myself and VCA was the 
one with the eyeball drawn on it and | only received the detailed report after requesting 
it two months later. 


A full two months were lost where further testing could have been done for 
try and figure out what is wrong with him. Those two months allowed whatever was 
wrong with him to get worse. 


| followed exactly what Dr. Paige provided within the report from the email on March 
17th. | monitored his breathing and after starting Sildenafil he seemed to get better. He 
did not get worse. After being weaned off Keppra (he was put on that as old vet thought 
he was having seizures not syncope) he perked up and was starting to get back to 
himself. 


Memilis*had 3 episodes within a week which prompted me to email Dr. Paige on May 
13th as something didn't seem right. In the voicemail he left on May 15th he referred to 
what he recommended in the original report and said he would send an email as well 
(never did). 


When | forwarded the report on May 16th with questions, he never acknowledged the 
missing information from the report or even that the correct report wasn't sent. | was 
pretty upset at this point and made a momentary error in the dosage he was getting 
(just in thought process, he never physically received the wrong dose) and Dr. Paige 
didn't even correct/catch that error. | gave Dr. Paige multiple chances to choose to do 
the right thing, just even acknowledge his error but he refused to do so. It would be very 
easy to make an educated guess that he wasn't really even paying attention and didn't 
care, 


Further proof of this could be noted with inconsistent time frames. During the 
appointment he said M egg would need a follow up in 6 months, on one of the reports 
he said 4-6 months and on another report he said 6-8 months. 


| asked Dr, Paige for a refund for the appointment and he refused to do so. The more | 
think about it the more that is the bare minimum | should receive from him. The pain 
and suffering MM (and technically myself emotionally) went through was only due to 
the careless and negligent actions of Dr. Paige. He never acknowledged his error, only 
tried to talk his way out of and around it. 


This is cut and dry, in black and white and irrefutable. 


Rev 8.14.17 


November 4, 2020 


Tracy A. Riendeau, CVT 

Investigative Division 

Arizona State Veterinary Medical Examining Board 
1740 W. Adams, Suite 4600 

Phoenix, AZ 85007 


RE: 21-41, In Re: Christopher Paige, DVM 


Dear Veterinary Investigation Division: 


As requested by the committee, | have provided a copy of my medical records for M qgeilil@iMacrowski 
along with my communications records and my narrative account. As instructed, | have included my 
medical records (discharge, original referral report, and corrected referral report) and did not include the 
referral records (Higley Road Pet Clinic and VCA Apache Junction Animal Hospital) emailed to us prior to 
the day of the March 17, 2020 appointment. 


Tuesday March 17, 2020 11:00 AM - My only in person contact with Ms. Theresa Macrowski and Minas: 
was at our scheduled appointment on March 17, 2020. On that day, Magumsiiisé resented to me with 
concerns for frequent collapse during excitement to rule out a cardiac etiology of the collapse (syncope). 
Prior to this appointment, we were provided with records from Mga eguiar veterinarian, Higley Road 
Pet Clinic, and Dr. Rich Rotmistrovsky at VCA Apache Junction Animal Hospital, where MViggggamaiekhad been 
presented for a second opinion on March 13, 2020. It was reported that M@gilBi had a total of 10 episodes 
since November 2019. He also was already evaluated by neurologist and placed on anti-convulsant 
therapy. However, the collapsing episodes continued to occur. | diagnosed Meggan with degenerative 
valvular disease and cor pulmonale (moderate pulmonary hypertension). | prescribed Sildenafil (20mg) to 
be given % tablet (10 mg) orally every 8 hours. At the end of the examination, | discussed my diagnosis 
and M.qga@@ condition with Ms. Macrowski with the aid of diagrams, and emailed Ms. Macrowski a copy 
of my discharge instructions (see enclosed email from March 17, 2020 and the attachments contained in 
the email). My discharge instructions included instructions for monitoring Ma Qj respiratory rate, 
instructions for administering Sildenafil, and recommendation for follow up in 6 to 8 months. Ms. 
Macrowski did not report any issues with our service and appeared very happy that atreatment (sildenafil) 
could be provided. 


My referral report and discharge instructions were emailed by my staff to Higley Road Animal Clinic, VCA 
Apache Junction, and Phoenix Veterinary Referral & Emergency. And, as in all our cases, follow-up calls 
should have been made by staff to confirm the reports were received. | have enclosed a copy of the March 
17, 2020 email containing my referral report and discharge instructions. For reasons unknown to me, VCA 
Apache Junction was not included on this email. 


For approximately two months, we had no communication with Ms. Macrowski regarding Maggi 
condition or any concerns of Ms. Macrowski. 


Wednesday May 13, 2020 (4:19 PM) Email correspondence from Ms, Macrowski, This was the first contact 
we received from Ms. Macrowski since my March 17, 2020 appointment. At 4:24 PM, an email response 


was provided by Ms. Kgggiillmme (Administrative Staff) that | was out of the office that day and will be in 
contact as soon as possible. 


Friday May 15, 2020 (4:34 PM): Phone correspondence by C. Paige. | called Ms. Macrowski and left a 
voicemail about increasing the Sildenafil to 20 mg every 8 hours and asking her to contact me. 


Saturday May 16, 2020 (7:09 AM) Email correspondence by C. Paige: | provided a follow-up email 
regarding my voicemail and that | answered her questions below (the answered were highlighted 
color/bold). 


Saturday May 16, 2020 (7:37 PM) Email correspondence by Ms. Macrowski: Ms. Macrowski reported to 
be confused about the dosing of the sildenafil and reported, for the first, not being able to locate the email 
that she was sent with the discharge instructions that included the dosage information for M@gaumaiy 


Saturday May 16, 2020 (9:13 PM) Email correspondence from Ms. Macrowski: Ms. Macrowski sent a 
follow-up email that he was on 20 mg every 8 hours (full tablet), which was not the dose | had prescribed. 


Sunday May 17, 2020 (10:23 AM) Email correspondence by C. Paige: | responded to Ms. Macrowski that 
she can increase the dose based on what she reported, | provided her with the exact doses in milligrams. 
*Since it had been two months, it was unclear if the medication has been changed, as many times owner 
or referring veterinarians may adjust the medications. It was also stated in the referral letter that the 
sildenafil can be adjusted if clinical events should occur. * 


Sunday May 17, 2020 (10:47 AM) Email correspondence by Ms. Macrowski. After seeing my email, Ms. 
Macrowski understood the appropriate dose that he was receiving was the 10 mg PO q 8 hrs., and she 
increased the sildenafil to 20 mg PO q 8 hrs. She appreciated the follow-up as stated in the email. 


From May 18, 2020 to May 20, 2020: We had no communication via email or phone. 


Thursday May 21, 2020 (1:27 PM) Email correspondence by Ms. Macrowski: Ms. Macrowski reported that 
Magma had another episode of collapse during exertion (walk) and she had further questions about the 
medication. 


Friday May 22, 2020 (8:40 PM): Email correspondence by Ms, Macrowski: Ms. Macrowski sent a follow up 
email that there was not a response. Ms. Macrowski was upset about no response and stated it was a “life 
or death issue:” We did not receive a phone call from Ms. Macrowski and only an email. 


Friday May 22, 2020 (10: 10 PM): Email correspondence by C. Paige: | emailed Ms. Macrowski back and 
apologized for the delay. | did state about the 48-hour turn around, and she could always call our office 
for quicker response. | also responded to her questions. | advised Ms. Macrowski that she should take 
Ming co the ER if he is clinically doing worse. | also provided clinical signs to look for and treatment 
options as well. 


Friday May 22, 2020 (11:20 PM): Email correspondence by Ms. Macrowski: Ms. Macrowski requested a 
copy of my referral report from me. 


Saturday May 23, 2020 (6:24 AM): Email correspondence by C. Paige: When sending the report, | realized 
that Mayson name was spelled incorrectly (“IMigggugime. | corrected only the name on the report and 
labeled the corrected report: Mime Macrowski 5_23_ 20. | emailed Ms. Macrowski both original referral 
report and corrected report. | once again recommended that M@gimabe seen by primary veterinarian to 


rule out any other conditions, recommended additional diagnostics (thoracic radiographs and current 
blood work), and asked further questions about his clinical signs. | asked if Ms, Macrowski wanted me to 
email the corrected report to Higley Road Animal Clinic. 


Saturday May 23, 2020 (6:28 AM): Email correspondence by C. Paige: | emailed VCA Apache Junction only 
and cc’d Ms. Macrowski the corrected referral report (Mayson Macrowski_5_23_ 20). 


Saturday May 23, 2020 (10:23 AM): Email correspondence by Ms. Macrowski: Ms. Macrowski appeared 
upset that | forward the reports to the respective hospital and about our 24-48 hours policy on emails. 
Ms. Macrowski was also upset that | did not discuss about alternative options if the episode continued to 
occur. However, | did provide treatment option (adjusting the sildenafil) in the report. For the initial 
discharge instruction, we do not put alternative treatment options or diagnostics based on what can 
possibly occur, The point of the discharge is to provide diagnosis, monitoring parameters, treatment 
options and follow up at the time of the examination. Ms. Macrowski also stated about the follow up 
discrepancy between the discharge instructions (6 to 8 months) and Referral report (4 to 6 months). While 
| could understand where this could cause some confusion, the median time frame was still the same and 
this could be easily address with follow up appointment call. 


Saturday, May 23, 2020 (10:26 AM): Phane Correspondence by C. Paige: After seeing the email, | thought 
it was best to talk with Ms. Macrowski directly by phone. | mentioned that it is easier to communicate by 
phone and wanted to check on Maga condition. Ms. Macrowski stated, “she was moving her parents”, 
and hung up the phone abruptly. At that point, | determined it was best to allow Ms. Macrowski to reach 
out to us. 


No phone or email correspondence from May 24, 2020 to June 29, 2020: 


Monday June 29, 2020 (3:35 PM) Email Correspondence by Ms. Macrowski: Ms. Macrowski appeared still 
upset about not providing the next treatment options. She bolded that “Two months were lost that 
M Sapam cannot get back.” She was requesting a full refund. In the bottom of the email, she stated not to 
respond unless there was a refund. 


Monday June 29, 2020 (3:48 PM) Communication with Staff Member (Dg A Sima): | discussed with 
my staff member about the email and phone correspondence. We concluded not to provide a refund for 
the March 17, 2020 appointment. 


Tuesday June 30, 2020 (4:23 PM) Email correspondence by C. Paige: We responded to Ms. Macrowski that 
we reviewed the medical record and correspondence. We did not feel a refund was warranted for the 
March 17, 2020 visit. 


i provided Ms. Macrowski and M&S with appropriate after appointment follow up including timely 
email and telephone fo!low up. in our practice, we send referral reports to primary veterinarians identified 
to us by our client and we send discharge instructions to the clients. in this case, Ms. Macrowski did, in 
fact, receive the discharge Instructions and all information on the discharge was correct. The discharge 
instructions included directions to Ms. Macrowski to contact her primary veterinarian’s office or the 
nearest emergency facility after hours. Our email address explains that responses are provided in 24 to 
48 hours. | do not, ever, tell a client to email if they believe their pet is having an emergency. 
Unfortunately, one of M@ggils other veterinarians, VCA Apache Junction Animal Hospital, apparently did 
not receive my referral report. | did not know this occurred. | do not know why this occurred. When Ms. 


Macrowski requested a copy of the referral report, it was promptly provided. | have reviewed this case 
with my staff. | have re-stressed the importance of emailing the referral reports to all identified doctors, 
following up with phone calls to the practice to ensure receipt, and documenting in the medical record 


that the report was received. 


Sincerely, 


Christopher F. Paigé MS, DVM, DACVIM (Cardiology) 


